Abstract Previous literature on a variety of countries has documented a ''healthy immigrant effect'' (HIE). Accordingly, immigrants arriving in the host country are, on average, healthier than comparable natives. However, their health status dissipates with additional years in the country. HIE is explained through the positive self-selection of healthy immigrants as well as the positive selection, screening and discrimination applied by host countries. In this article we study the health trajectories of immigrants within the context of selection and migration policies. Using SHARE data we examine the HIE, comparing Israel and 16 European countries that have fundamentally different migration policies. Israel has virtually unrestricted open gates for Jewish people around the world, who in turn have ideological rather than economic considerations to move. European countries have selective policies with regards to the health, education and wealth of migrants, who also selfselect themselves. Our results provide evidence that (1) immigrants who move to Israel have compromised health and are significantly less healthy than comparable natives. Their health disadvantage persists for up to 20 years of living in Israel, after which they become similar to natives; (2) immigrants who move to Europe have significantly better health than comparable natives. Their health advantage remains positive for many years. Even though during some time lapses they are not significantly different from natives, their health status never becomes worse than that of natives. Our results are important for migration policy and relevant for domestic health policy.
Introduction
An extensive body of research related to immigrants' health in a variety of countries (including Australia, Canada, Germany, Sweden, the UK and the US) has typically found that when migrants first arrive in the host country they are healthier than comparable native populations. This phenomenon has been labeled as the ''healthy immigrant effect'' (HIE). In most countries the HIE dissipates after the first few years since arrival [19, 1, 4, 8, 21, 9] . Several explanations have been proposed to explicate the immigrants' health advantage upon arrival: (1) the emigrants who leave their country of origin are not necessarily a random sample of the population left behind. The theory of positive self-selection of immigrants posits that only the healthiest and most motivated individuals choose to move and are able to undergo the traumatic experience of migration to a new country. Furthermore, 'survival of the fittest' predicts that only the healthiest individuals will be able to survive the tribulations and stress of the move [15] , to proceed with the struggle of acculturation in the new society and to assimilate into a new labor market; (2) on top of self-selection, many destination countries impose another level of selection via migration policies. Accordingly, host countries prefer the wealthier and more educated immigrants. As wealth and education are usually positively correlated with health, the outcome is that new immigrant arrivals have a health advantage over natives; (3) additional medical examinations by immigrant authorities in host countries are conducted at the border to further screen out less healthy immigrants to reduce public health menaces (especially relating to communicable diseases) and lessen the burden to the healthcare services; (4) diets and behaviors are healthier in many home countries, including better nutrition and dietary habits, more physical activities, close family and religious ties, and other socially protective factors that shield migrants and preserve good health; and (5) it may be that immigrants under-report their health status upon arrival, either because they have not yet been diagnosed or because of differences in perceptions about health.
Studies have also found that the immigrants' health advantage declines with time spent in the host country and converges toward (or even falls below) the health status of native residents. An explanation for the immigrant health deterioration is related to ''negative acculturation,'' a natural process of regression toward the mean as immigrants assimilate and converge toward the health status of the local population [15] . Other explanations relate to immigrants' low utilization of healthcare services; discrimination, stemming from xenophobia, racism and ''otherness'' [13] ; poor working conditions and the sorting of immigrants into more dangerous and strenuous occupations [22] .
Data shortcomings limit the ability to disentangle the roles of the various factors driving the health advantage of immigrants upon arrival as well as the health deterioration process after settling in the host country. There have been, however, some efforts to challenge the selectivity hypothesis. Refugees, for example, face looser entry health regulations than economic migrants, since helping those in distress is the main objective of refugee policies. This results in different host country selection levels. As documented in Australia, refugees have the poorest health and economic migrants the best [8] . Another example of negative health selection is the Irish immigrants in England in the twentieth century, who had suffered from mental and sexual abuse as children in Ireland [11] . Not only were these immigrants less healthy than comparable natives, but they were also less healthy than the Irish who stayed in Ireland. Lastly, positive health selection differs significantly across migrant groups and is related to differences in the socioeconomic profiles of immigrant streams [2] .
In this study we examine the health trajectories of immigrants and the HIE in the context of selection and host country migration policies. Taking advantage of the survey of health aging and retirement Europe (SHARE) that also includes Israel, we analyze the self-reported health (SRH) status of individuals (aged 50 and over), comparing immigrants and natives in Israel and in 16 European countries. We conduct a sensitivity analysis using an objective metric of health such as consumption of prescription drugs.
Israel is a unique immigration country to study in the sense that it does not impose any health screening on people of Jewish origin who want to migrate to the country. Israel has often actively supported the transportation of migrants and airlifted many of them. At the same time, these immigrants' move is mostly driven by ideological or religious reasons. Israel also has a compulsory and universal healthcare system that provides all its residents with medical services. Comparing Israel to other countries offers valuable insights into the health disparities of immigrants. While Israel constitutes in addition a paradigm for health and public policy, the literature has not looked at the health assimilation of immigrants in Israel.
In the next section we present some stylized facts about immigration to Israel. Next, we provide a brief description of the SHARE database used for the comparative study. In section three we present the characteristics of our sample in Israel and Europe. We continue with multivariate regression analysis to control for a battery of individual characteristics and for country-level aggregate per-capita GDP in the European sample. After we present and discuss our results, we conclude the study while we acknowledge its limitations.
Immigration to Israel: some stylized facts
Israel has always encouraged and assisted the immigration and return migration of Jewish people around the world to the home country. It has also devoted time and money to the absorption process 1 of these immigrants as part of a pro-immigration ideology and policy. Israel's raison d'être has been and remains the in-gathering and retention of Jewish immigrants and the forging of these diverse elements into a unified nation. It is a country established for and administrated by immigrants from diverse countries and origins. Israel has a unique immigration and diaspora policy that opens the gates of the country to everybody who is Jewish or has Jewish ancestry. The state is legally committed to the absorption of any applicant of Jewish origin. The idea behind the ''Law of Return,'' which was passed in 1950, is that Israel should become home to all Jews around the globe who wish to return to their homeland. The Law states that: ''Each and every Jew has the right to immigrate to Israel…He will be given an Immigration Certificate by the Minister of the Interior…unless he is: acting against the Jewish people; might endanger the health of the public or the security of the country; or has a criminal record which might endanger the safety of the public.''
In 1970 the ''Law of Return'' was extended and the right to immigrate covered also the children, grandchildren, spouse, and spouses of children and grandchildren of a person who is Jewish. A generous absorption policy and good public health and education systems help all immigrants to settle and adjust to the Israeli labor market and society. Many immigrants may also have family who arrived in previous waves of immigration in the country, who are able to help them settle and assimilate. Non-Jews, too, may immigrate to Israel, but in accord with international practice, this right is restricted [20] .
Indeed, Israel witnessed major waves of immigration. During the first 3 years of its statehood (from 15 May 1948 to the end of 1951) mass immigration of 711,000 people supplemented a population of 630,000; this led to an annual population growth rate of about 24%. It is probably the only case in history in which the receiving population was smaller than the immigration influx. Immigration did not stop after 1952, but the numbers dropped to several thousand a year. 2 During the last decade of the twentieth century, Israel witnessed another impressive influx of immigrants from the Former Soviet Union (FSU). Between 1990 and 1998, with the fall of the Iron Curtain, the Israeli population of 4.56 million was enriched by 879,486 immigrants. This constituted a total population growth rate of 19.3%. In addition, in 1991 under ''Operation Solomon,'' 3 about 15,000 Jews were airlifted from Ethiopia in one single day and settled in Israel [20] .
The Israeli case is also unusual in that its origins are essentially ideological, triggered by the emergence of the Zionist Movement in Eastern and Central Europe in the last quarter of the nineteenth century. Immigration to the Land of Israel (Palestine) started in 1882, long before statehood and the establishment of the State of Israel in 1948. Between 1882 and 1947, in successive waves of immigration, some 543,000 Jews immigrated to Palestine, joining the 24,000 who lived there [20] . While other major international migration movements were largely economic in nature-the push of poverty or the pull of expected better standards of living-or have been in response to persecution, and while all these factors have played some role in immigration to Israel, the major drive was ideological. The early immigrants were motivated by a commitment to resettle and rebuild the land of Israel, neglected by centuries of Jewish dispersal around the world. 4 It follows that the self-selection of immigrants in terms of health and socioeconomic dimensions is rather negligible.
Israel's very generous immigration policy and the absence of any type of health screening and limitations on one side, coupled with ideological rather than economic incentives for immigration on the other side, challenge the hypothesis of the ''healthy immigrant effect,'' which is believed to stem from selectivity and economic considerations for immigration. It should also be noted that since Israel has often assisted the transportation and settlement of immigrants, the monetary costs of migration were low. Lastly, while Jewish immigrants to Israel come from countries where they are usually part of the minority, they become part of the majority in Israel, 5 at least in terms of ethnicity and religion. This fact, along with the eternal dream of the Jewish diaspora to return home, may significantly lower the psychic costs of migration. All these conditions may be the key to explaining the immigrant selectivity and the types of immigrants who go to Israel. After the fall of the Iron Curtain, many Russian Jews with weak and ailing health may have moved to Israel in 2 Population growth rates due to immigration varied from the 1950s to 1990s. From 5% in the 1950s and 1960s, they declined to 2% in the 1970s and 1980s and increased some to 2.5% in the 1990s [20] . 3 Operation Solomon was a covert operation to airlift Ethiopian Jews to Israel because of the dangerous situation in Ethiopia. 4 While Jewish immigration and the establishment of the State of Israel created the opportunity to achieve the Zionist Movement's goals, it also intensified the historical Jewish-Arab conflict. As the Jewish community grew, conflict with the Arab population accelerated. When independence was declared, the new State was already engaged in the first of a series of wars with neighboring Arab countries. The War of Independence established the borders of the new State and led to the departure of a significant portion of the Arab population. At the end of 2013, the Israeli population of 8.1 million was composed of a majority of 6.1 million Jews (75% of the population), 1.4 million Moslem Arabs (17.5%), 160.9 thousand Christians (2.0%), 133.4 Druze (1.6%) and another 315.4 thousand (3.9%) who declare to have no religion (Israel, Central Bureau of Statistics [14] ). 5 This is the opposite from immigration to other countries, where immigrants are part of the majority in their home country and become a minority in the host country.
hopes of improving their health. Moreover, anecdotal evidence suggests that elder parents or sick family members were sent to Israel to receive better health treatment and free the family from taking care of the elderly and sick. It is, thus, safe to claim that the generosity of the Israeli immigration policy and system could even lead to the abuse of the system. Indeed, studies in social sciences and in medical journals confirm that immigrants from the FSU had sub-optimal health and reported higher rates of diseases [3] , had significantly higher BMI, lower reported ''good'' health status, and higher incidence of heart attack and other chronic diseases [18] . Israel has also experienced mass migration from tuberculosis-endemic and high HIVprevalent countries from Africa.
In this sense, we could expect to find negative selfselection of immigrants to Israel with respect to health. All in all, we could even anticipate, a ''sick immigrant effect,'' i.e., lower health levels of immigrants upon arrival compared to natives, as opposed to what is experienced in most immigrant-absorbing countries. A comparison of the health of migrants going to Israel with the health of migrants going to Europe can therefore shed light on the role of selectivity and host country policies behind the health status of new immigrants.
A last note about the uniqueness of Israel is in order. While studies document the lower health of immigrants to Israel, they do not show any excess utilization of health services [3] or of emergency room visits or hospitalization [10] .
Immigration to Europe
Immigrants constitute a major feature in Europe in terms of numbers, growth rates and cultural differences. The United Nations [28] report that in 2013 Europe hosted 72 million migrants, constituting 31% of the world migrant stock, with almost one-third of them (30.6%) above the age of 50. In many European countries, more than 10% of the populations are foreign-born (Constant et al. [9] ). The majority of immigrants in Europe were born in non-European countries.
The database
The Survey of Health Aging and Retirement Europe (SHARE) 6 is employed for our comparative study that explores the SRH status of immigrants versus natives in Israel contrasted with Europe. SHARE provides rich, comparable, cross-national individual data for the countries in the study. It is nationally representative of non-institutionalized individuals, who are 50 years old and over, as well as their partners. Most importantly, it covers both immigrants (persons living in a country, where they were not born) and natives. Five waves of SHARE, conducted between 2004 and 2013, are now available. Israel is included only in the second and fifth waves. Accordingly, our paper uses data from these two waves (dois:10.6103/ SHARE.w2.500; 10.6103/SHARE.w5.500).
SHARE is a balanced representation of the various regions in Europe, ranging from the Scandinavian countries (Denmark and Sweden), to Central Europe (Austria, France, Germany, Switzerland, Belgium, the Czech Republic and The Netherlands) and Eastern Europe (Poland, Hungary, the Slovak Republic and Estonia), to the South (Spain, Italy and Portugal). Nineteen countries participated in SHARE, but not all countries were part of each wave. In addition, the timing of data collection differed among countries.
SHARE is an ideal data set for the study of the health of individuals. It has a plethora of information on health, socioeconomic status, and social and family networks. Besides a wealth of information on the medical conditions and hospitalization of individuals, SHARE has information on self-reported health (SRH). Respondents report their health status answering the question: ''Would you say your health now is: 1. Excellent; 2. Very Good; 3. Good; 4. Fair; 5. Poor.'' The same exact question was asked in all countries.
SHARE also includes valuable information for our study about prescription drugs that individuals take at least once a week for various reasons, e.g., headaches, back pain, sleep disorders, anxiety or depression, osteoporosis, heartburn, chronic bronchitis and suppressing inflammation.
The sample, strategy, variables and measures For the analysis of the health status, our dependent variable is the subjective metric of SRH. Note that we rescaled the original categories of the SRH question, with the first category (1) indicating 'poor' health and the last category (5) indicating 'excellent' health. SRH is now commonly used as a measure of health, based on the finding that individuals are the best evaluators of their health (Sen [26] ). Numerous studies have also demonstrated that SRH is a good proxy for health status measurement and highly correlated with mortality and morbidity (Garcia-Muñoz et al. [12] ; Jylha [16] ). A more recent medical study underscores the importance of assessing SRH and treating it like other markers becausefor apparently healthy individuals of both genders-there is an association between inflammation-sensitive biomarker levels and SRH categories [17] . 7 As a robustness or sensitivity analysis on the immigrant health trajectories we also employ a more objective metric of health, such as the consumption of prescription drugs. 8 In this alternative estimation, the dependent variable is the number of prescription drugs that individuals take at least once a week. We created the variable ''drug'' being the total number of prescription drugs consumed, such as drugs for high cholesterol, high blood-pressure, arthritis, back pain, sleep problems, anxiety or depression, heartburn, etc. This variable represents a more comprehensive indicator of health because drugs are prescribed for all kinds of ailments and diseases. If individuals take prescription drugs at least once a week, this indicates health problems. This is a more objective measure of health than overnight hospitalization, for example, which may occur because of a specific health failure that could be minor or major. It is assumed that these drugs are (1) prescribed by medical doctors for specific ailments or diseases, as a cure or symptomatic treatment, to alleviate pain, decrease harm to the person affected or extend the life of the patient. At the same time, physicians know well that all prescription drugs have side effects not only on the person's physical health, but also on their mental health and life in general. Some side effects can be long term and impact people's relationships. Therefore, they are not haphazardly prescribed or (2) readily available in the host countries, and (3) people can afford them through their medical coverage.
We group our independent variables as follows: demographics (age, gender, marital status, number of children), socioeconomic characteristics (household income, education), risky behaviors (smoking and alcohol consumption), cognitive skills (number of animals remembered) and country-level macroeconomic information (logarithm of the host country's per capita GDP).
For the immigrant sample we include years since migration (YSM) in a non-linear form because additional years of residence in the host country may have a differential effect on health. YSM enters the equation as a categorical variable with five levels: (1) less or equal to 5 YSM; (2) 6-10 YSM; (3) 11-15 YSM; (4) 16-20 YSM; (5) more than 20 YSM. Natives are the reference group. Appendix Table 7 provides a detailed description of all research variables employed.
We proceed with a cross-country comparison of distributions of raw SRH levels, distributions of drugs consumed and descriptive statistics of health conditions to gain a first approximation of Israeli-European disparities on the issue. Figure 1 presents the distribution of SRH levels within the Israeli sample for natives and immigrants (classified by YSM). As this histogram clearly demonstrates, a ''healthy immigrant effect'' is not evident. On the contrary, we notice a ''sick immigrant effect,'' meaning that within the first 10 YSM in Israel, immigrants report much poorer health compared to natives. For instance, 76.9% of the newly arrived immigrants report 'poor' or 'fair' health, but only 28.7% of natives do. When it comes to 'good' health, fewer newly arrived immigrants than natives report 'good' health (21.2 and 28.8%, respectively). Moreover, only very few of The group of immigrants with a decade or less in the country has only 52 observations and was too small for decomposition into B5 and 6-10 YSM categories (see Contingency Tables 8 and 9) the new immigrants report 'very good' health (1.9% of immigrants versus 30.7% of natives), and not one immigrant (0%) reports 'excellent' health, while 11.1% of natives do.
Distributions of SRH levels: Israel versus European countries
Interestingly, the immigrants' SRH remains inferior to natives' SRH also after more than a decade since their arrival in Israel. We see many more immigrants than natives in the 'poor' and 'fair' categories. However, there seems to be improvement in the health status of immigrants after more than 2 decades of living in Israel. While they are still fewer than natives, 11% of the 21? YSM immigrants report 'excellent' health. Figure 2 illustrates the analogous SRH distribution within the European sample and provides a nice juxtaposition to Fig. 1 . As is obvious from Fig. 2 , the health status of newly arrived immigrants in European countries is much better than that of natives. A smaller percentage of immigrants reports 'poor' or 'fair' health, while a larger percentage reports 'good,' 'very good' and 'excellent' health. For instance, only 17.8% of the newly arrived immigrants report 'poor' or 'fair' health compared to 35.8% of natives. Many more newly arrived immigrants than natives report 'very good' health (shares of 30.5 and 18.3%, respectively) and 'excellent' health (respective shares of 16.1 and 8.6%). However, the health status of immigrants deteriorates over time after immigration. Figure 3 illustrates the means of prescription drugs that immigrants and natives take at least once a week, having Israel and Europe side by side. Again a ''sick immigrant effect'' is apparent in the Israeli sample and a ''healthy immigrant effect'' in the European sample. In Israel, immigrants with up to 10 YSM take, on average, more drugs than natives (2.85 versus 1.61). Immigrants with 11-15 YSM continue to consume more drugs than natives, and they even increase consumption when they are in the 16-20-YSM range. Interestingly, immigrants with more than 2 decades in Israel decrease their weekly intake of prescription drugs compared to natives (1.49 versus 1.61).
Means of prescription drugs: Israel versus European countries
In the European sample the situation is reversed. The number of prescription drugs that newly arrived immigrants take, on average, is much lower than that of natives (0.81 and 1.42, respectively). However, when immigrants are in the host country for more than 2 decades, the number of prescription drugs taken is higher than that of natives (1.62 versus 1.42).
Summary statistics of relevant characteristics: Israel versus European countries
Another indication of native-immigrant health disparities can be obtained from an examination of personal medical information. Table 1 presents weighted descriptive statistics for natives and immigrants within the Israeli sample. Starting with the mean of SRH, we see that immigrants' health is, on average, below that of natives. Immigrants score 2.83, which is the 'fair' health category and above. Natives score higher (3.24) and lie in the 'good' health category and above. Regarding prescription drugs, immigrants in Israel consume, on average, slightly more prescription drugs than natives. A focus on comparative objective health conditions presents very clear and sharp evidence of the inferior SRH of immigrants vis-à-vis every health factor compared to native Israelis: they have higher prospects to be diagnosed with serious health conditions (heart problems, hypertension, cerebral vascular disease, chronic lung disease and cancer); they have more mobility limitations and lower cognitive skills. The health profile of immigrants to Israel is in congruence with previously mentioned studies showing that FSU immigrants have significantly lower 'good' health status and higher incidence of heart attacks and other chronic diseases. On the other hand, Table 1 shows that a comparatively smaller percentage of immigrants than natives has diabetes and has been hospitalized. Other differences between immigrants and natives pertain to alcohol consumption and smoking. Immigrants consume more alcohol than natives, and a larger percentage of immigrants smokes.
While the majority of immigrants to Israel have been in the country for more than 20 years (56.33%), there are still many newcomers; 5.08% have less than 10 YSM and 12.71% have 11-15 YSM.
Regarding demographics, both the immigrant and native samples have more women than men; the immigrant sample has slightly more men than the native sample (49.76% versus 48.43%). While a larger percentage of immigrants than natives is married, immigrants have fewer children. Immigrants also have an older age structure, with a higher preponderance in the 61? age range. Interestingly, 64.4% of immigrants report having more than 12 years of education versus only 44.5% of natives. Yet, they have a lower household income than natives.
Parallel summary statistics on these characteristics for the European sample of 16 countries are reported in Table 2 . Here, we have a different picture. The average SRH levels of immigrants are slightly lower than those of natives (2.69 versus 2.82), but both groups are in the 'fair' health category and close to the 'good' category. This is probably due to the large percentage of immigrants who arrived more than 2 decades ago (over 80%).
The average number of drugs immigrants consume is slightly lower than that of natives. As in Israel, the majority of immigrants to Europe have been there for more than 21 years. However, immigrants keep pouring into Europe and provide good percentages in all YSM categories.
Overall, raw statistics on native-immigrant differences seem to indicate a native health advantage, although the results are somewhat mixed. There is a higher percentage of immigrants (than natives) diagnosed with heart problems, diabetes, chronic lung disease and cancer, but a lower percentage of them suffer from hypertension. A higher percentage of immigrants has been hospitalized overnight. 9 While a smaller percentage of immigrants consumes alcohol (18.2%) compared to natives (24.62%), a somewhat larger percentage of immigrants smokes (20.03%) compared to natives (19.06%). Lastly, immigrants have, on average, lower cognitive skills than natives.
Raw demographics and socioeconomic characteristics in Table 2 present a similar picture between immigrants and natives in Europe as in Israel. Lastly, Table 2 lists the 16 European countries in the sample and the respective percentages of their native and immigrant populations. Germany, France and Switzerland stand out by having large immigrant populations.
We proceed with multivariate regression analysis to arrive at the net effects of the immigration status (YSM) on SRH and on drug consumption. We control for cohort and period effects, demographics, socioeconomic status, risky behavior and cognitive skills. 
SRH estimations: Israel versus European countries
Because the European sample contains 16 countries and individuals are clustered within countries, we use randomeffect multilevel regression analysis for the European regressions. This is the most appropriate technique to analyze within-and between-country variation and also allows the inclusion of macro-country variables. 10 In the regression of the European sample, we include the countrylevel 2011 per-capita GDP in current US$ (log) to control for the host country development level. For the Israeli sample we use ordinary least squared (OLS).
A careful analysis is conducted to provide answers to our question: Are native-immigrant health disparities different in Israel than in European countries? In particular, we test our core hypothesis that the ''healthy immigrant effect,'' which is evidenced in many countries and presented in numerous studies, may not be found in Israel.
In the health status equation, our dependent variable is the respondent's subjective assessment of her/his health status (SRH), ranging from 1 (very poor) to 5 (excellent). The explanatory variables include YSM dummies (for immigrant respondents) as well as a battery of behavioral, demographic and socioeconomic variables. Note that due to the small number of immigrants in the YSM category of less than or equal to 5, within the Israeli sample (11 immigrants), we combine the first two YSM categories. Appendix Tables 8 and 9 present contingency tables of the YSM categories split by cohorts of arrival. Tables 3 and 4 present the regression results for SRH for the Israeli and European sample, respectively. For each host, area (Israel and Europe) we run three specifications or models: (1) a bare-minimum basic equation with only demographic variables and a period of interview effects, (2) an augmented model by cohort effects and (3) the full 10 At the suggestion of an anonymous referee we also estimated plain OLS models and added country fixed effects. While this exercise gave us identical results with the multilevel model, a likelihood ratio test shows that the multilevel modeling provides a better fit and has superior predictive power.
model that includes socioeconomics, risky behavior and cognitive variables. In the European sample regressions, we also include the logarithm of per-capita GDP in the full model. Tables 10 and 11 in the Appendix contain all the coefficients. The full models are the best and more adequate models judging from the lower numbers of the AIC and BIC criteria.
The coefficients of the YSM variables in all three specifications in Table 3 confirm a ''sick immigrant effect'' for Israel, ceteris paribus. In contrast, the coefficients of the YSM variables in all three specifications in Table 4 confirm a ''healthy immigrant effect'' for the 16 European countries, ceteris paribus. First, newly arrived immigrants with less than 10 YSM in Israel are significantly less healthy than Israeli natives (the reference group). Specifically, the coefficients of the up to 10 YSM variable are negative and highly significant. As we control for more characteristics in models 2 and 3, the effect of up to 10 YSM on SRH diminishes, but remains negative and significant. In contrast, newly arrived immigrants with less than 5 YSM in a European host country are significantly healthier than comparable European natives (the reference group). In fact, not only the coefficients on the less than 5 YSM are significant and positive in all three models, but they also become more positive in models 2 and 3. Interestingly, the coefficients of the 6-10 YSM are not significant; they flip and become positive only in model 3. Second, for Israel, the significantly lower health status of immigrants upon arrival appears to persist with time in the country for up to 20 YSM in all specifications. In model 1 the immigrant health disadvantage continues being significant even after 21 YSM. In models 2 and 3, which have more controls, the sick immigrant effect dissipates after 21 YSM, at which point the health of immigrants is not different from that of the natives. In the European sample, immigrants lose their health advantage after the first 5 YSM. Strangely, in the basic specification the health advantage turns into a disadvantage for the rest of their stay in the host country. This means that after 11 years in the European host country, immigrants' health deteriorates and becomes worse than that of natives, ceteris paribus. This result is in line with other studies that explain the deterioration of the immigrant SRH through a busier lifestyle in the host country, coupled with lack of social relations and safety nets [23] . Controlling for cohort effects, the impact of additional YSM on the health status of immigrants becomes not significant, rendering them indistinguishable from natives (model 2). In the full model, however, the positive immigrant health advantage over comparable natives persists throughout their stay in the host country, and for immigrants with 16-20 YSM it even becomes significant again.
The persistence of the immigrant lower health in Israel in spite of having immediate access to health insurance and plenty of governmental support for schooling, housing, language, etc., could be related to the stress of acculturation, 11 acclimatization and fitting in. This would be the case of immigrants experiencing positive psychic costs. Moreover, immigrants, especially older ones, tend to preserve their cooking and eating habits from the home country. Immigrants from the FSU, for example, are known to consume heavy food, rich in cholesterol and saturated fat. Lack of their traditional foods in the host country may prompt these immigrants to consume more convenience food high in fat and sugar. Immigrants from Africa, on the other hand, may suffer from nutritional inadequacies if they follow the poor diets of their origin.
Regarding the impact of the rest of the characteristics in model 3 on the health status of individuals (see Tables 10  and 11 ), we observe the following: people older than 70 have worsened health compared to the reference age group of 50-60 years old; people with more children and those with higher incomes have better health; people with good cognitive skills also have higher SRH. In the European sample, we find in addition that males have better health than females and widows have better health than the single/divorced/separated. Individuals with more than highschool education have significantly higher SRH. Smoking and alcohol consumption are significant determinants of SRH for the European sample, having negative and positive effects, respectively. The positive effect of alcohol consumption could be related to the fact that immigrants usually drink in social settings when they get together with compatriots and during celebrations. Lastly, a higher GDP per capita in the European host countries is associated with a significantly higher SRH.
Sensitivity analysis
We proceed with a sensitivity analysis using the number of consumed prescription drugs as an objective measure of health, replacing the SRH measure. This variable represents a more comprehensive indicator of health because drugs are prescribed for all kinds of ailments and diseases (e.g., high cholesterol, high blood pressure, joint pain, back pain, sleep problems, anxiety or depression, heartburn). If individuals take prescription drugs at least once a week, this indicates health problems. This is a more objective measure of health than overnight hospitalization, for example, which may occur because of a specific health failure that could be minor or major, or than other diagnosed illnesses. Tables 5 and 6 present the results of this exercise for Israel and Europe, respectively. In a similar fashion to the SRH analysis, we estimate three models that differ by the number of controls. The AIC and BIC criteria show that the full model (model 3) is the best one. These results provide us with supplemental insights into the health of individuals and into the health differences between immigrants and natives, while they further validate the main results in Tables 3 and 4. In Israel, immigrants with less than 10 YSM consume a significantly higher number of prescription drugs per week than comparable natives throughout all three specifications. This is consistent with the ''sick immigrant effect'' we found earlier, because sicker individuals may have to take more prescription drugs. Notice however that additional YSM in Israel make the effect on drugs disappear and immigrants are no longer different than natives in drug consumption. This is different from Table 3 where the effect of YSM on the health of immigrants remained strongly negative. A plausible explanation is related to cultural persistence as immigrants may have been used to consuming many drugs in their home countries for any ailment. After 10 years in Israel, enjoying the good health care of the country, they realize that drugs are not a panacea or the answer to every ailment. Drugs are not always therapeutic, and they have side effects and risks that Israeli doctors warn them about. In Europe, where a ''healthy immigrant effect'' is in effect, we see that immigrants with less than 10 YSM consume a significantly lower amount of prescription drugs than comparable natives. These results are highly compatible, because we would expect healthier individuals to consume fewer drugs. The significant effect of YSM on drug consumption disappears after 10 years in the host country at which point immigrants and natives exhibit the same drug consumption.
Other significant effects on drug consumption in both samples come from aging. Naturally, we find that older people consume more drugs. People with more children in the house also consume more drugs. Higher household incomes on the other hand are associated with lower consumption of drugs and so are better cognitive skills. Additional findings in Europe are related to gender (men consume fewer drugs) and marital status (both married and widowed individuals consume more drugs than the single/divorced/separated). More educated individuals consume fewer prescription drugs, as do those who consume more alcohol.
Highlights and conclusion
This article studies the self-reported health (SRH) status of immigrants and natives, comparing Israel to 16 different European countries, and affords contrasts between migration policy and immigrant health trajectories. Most of the previous literature finds a ''healthy immigrant effect'' (HIE), meaning that immigrants have better health than comparable natives when they arrive in the host country and during their first YSM, but their health deteriorates with additional years of residence in the host country and approaches that of natives. This phenomenon is attributed to the positive health self-selection of migrants, to the additional hurdles they have to overcome during their migration journey, and to the health screening or positive selection that the host countries apply to prospective immigrants.
Israel, a strong immigration country for more than 70 years, has somehow been neglected by the literature. The country is built on ideology and encourages the migration of Jews from all around the world to the homeland without imposing any health restrictions. Israel perceives this as homecoming and not as migration. Moreover, Israel has assisted Jews from around the world in undertaking the migration trip and provides immediate help and health insurance to all upon arrival. We hypothesize that the HIE may not hold in the Israeli case. To test this hypothesis we employ the second and fifth waves of the SHARE data, which are the only two waves that include Israel in addition to the European samples. SHARE pertains to all individuals over the age of 50 in all countries in SHARE who were given the same questionnaire, which provides a smooth comparison.
Raw statistics show that there are differences in the health status of immigrants when compared to natives between Israel and the European countries. On average, immigrants to Israel score lower in SRH than natives. Immigrants lie in the 'fair' health category and above, while natives are in the 'good' health category and above. Immigrants also consume more prescription drugs than native Israelis.
Comparable statistics from 16 European host countries reveal a different picture. Immigrants are in the same SRH category of 'good' and above as natives, although they score 13 percentage points lower. The number of prescription drugs they consume per week is lower than that of natives.
Multivariate analysis confirms that immigrants to Israel fit into a ''sick immigrant effect.'' Not only do they arrive with a more compromised health status than comparable natives, but also their lower health status persists for 2 decades, even after we control for all socioeconomic and demographic characteristics, as well as for cohort and period of interview effects. It is only after 21 years in Israel that immigrants' health becomes the same as that of comparable natives.
Parallel multivariate analysis using random-effect multilevel techniques shows that immigrants in Europe exhibit a ''healthy immigrant effect.'' Immigrants with up to 5 YSM in the host country have a significantly healthier status than comparable natives. This health advantage disappears, however, with additional years of living in the host country. Between 5 and 15 YSM immigrants' health is not different from that of natives. Interestingly, the health of immigrants with 16-20 YSM becomes significantly better again than that of comparable natives. The advantage erodes after more than 20 YSM.
Going a step further, our article provides a sensitivity analysis by examining health effects using an objective metric-that of prescription drug consumption. Results of this exercise are consistent with the ''sick immigrant effect'' in Israel and the ''healthy immigrant effect'' in Europe. Namely, immigrants with fewer than 10 YSM in Israel consume a significantly higher number of prescription drugs than comparable natives. This effect disappears after 10 YSM. In contrast, immigrants with fewer than 10 YSM in a European host country consume a significantly lower amount of prescription drugs than comparable natives. As in the case of Israel, this effect disappears with additional years of living in Europe.
Our results contribute to the literature about health disparities between immigrants and natives, about selection and host countries' policies, by providing a unique comparative study between immigration countries with totally different migration policies. Our analysis also includes Israel for the first time, as a unique immigration country. The study is relevant for domestic health policy especially in countries that have a public health system. The study is enriched with the use of multilevel techniques and distinctive health, demographic and socioeconomic variables. It appears that self-selection alone does not explain the ''healthy immigrant effect.'' The migration journey, whether it is assisted and cushioned by the host country or not, also plays a role. Above all, we show that the migration policies of the host countries have a lot to do with the health quality of the migrants they receive. Israel, being a unique example in this respect, has been receiving immigrants who have poorer health than natives, and this inferiority is long-lasting.
Limitations and critique
The strength of our study lies in the use of the SHARE survey, which is representative of Europe and has nationally representative data on 17 different countries and two waves. Our econometric analysis is sound and the most appropriate for the SHARE setting. Our novel contribution is to contrast migration policies between different countries such as Israel and Europe. While our results are validated by previous studies in the medical and epidemiological literature in Israel and various health studies in Europe, we acknowledge the following limitations. (1) Our results pertain to selected populations that are 50 years old and older. Therefore, we cannot say with certainty that the results apply to younger populations. On the other hand, some preliminary results we obtained using the Programme for the International Assessment of Adult Competencies (PIAAC) on 22 OECD countries (but not Israel) and adults 16-65 confirm the HIE in Europe; (2) regarding external validity, we cannot generalize and claim that our results easily apply to all immigration countries. We hope that our approach and methodology can be extended to study this research question in other countries and longitudinal settings. Further research should shed light on the adjustment processes of the physical and mental health of immigrants. Given the current geopolitical and environmental shifts, we can only expect to have more uprooted populations who will arrive physically and mentally compromised in the host countries; (3) like all other studies on immigrants, our study also suffers from return migration bias. The immigrants in the survey are a representative sample in each country, but they are not necessarily a representative sample of all the emigrants who first arrived. Some of them may have returned to the home country or moved on to another country. These returnees may have been more or less healthy that the ones we see. Unfortunately, there are no reliable data that contain this information. 
